their goals. Additionally, therapists asked each participant scaling questions (1 being problem is worse than before and 10 being problem solved) at each session to gauge progress. The final scaling question score was then subtracted from the first scaling question score to come up with an intermediate outcome measurement. These scores were then collapsed into three groups: score 3 to 0 equals "no progress;" score 1 to 3 equals "moderate progress;" and score 4 to 8 equals "significant progress."
Results from this study found that out of 136 participant responses, 45 percent reported meeting their goals, 32 percent reported some progress towards their goal, and 23 percent reporting no progress after termination from therapy. On the intermediate score measure, 141 responses were calculated based on therapists' session notes. Results from this measure showed 25 percent reported significant progress, 49 percent reported moderate progress, and 26 percent reported no progress. Limitations of this study are similar to the first study because it lacked standardized measures and lacked multiple measures. Despite the lack of rigorous designs in these two early studies, the initial success and positive results were impressive enough to warrant further research on this promising model.
Most recently, Gingerich and Eisengart (2000) conducted the first systematic qualitative review of all the controlled outcome studies on solutionfocused brief therapy up to 1999 (N=15). All of these studies either used a comparison group or singlecase repeated measures design to measure various client behaviors or functioning. The studies were divided into three groups according to the degree of experimental control employed.
Five studies met the wellcontrolled standard, 4 studies met the moderately controlled standard, and 6 studies met the poorlycontrolled standard. The five well controlled studies reported significant benefits from solutionfocused therapy with four out of these five reporting statically significant better results than no treatment or institutional services. The remaining ten studies that did not meet the wellcontrol standard also had similar general conclusions about the effectiveness of solutionfocused therapy. However, due to the methodological limitations of these ten studies, it is difficult to draw firm conclusions for the efficacy of solutionfocused brief therapy.
Past research studies on solutionfocused brief therapy have shown promise as an effective intervention (Gingerich & Eisengart, 2000) and research on this model is still growing with recent studies finding mixed results (Adams, Piercy, & Jurich, 1991; IngersollDayton, Schroepfer, & Pryce, 1999; Springer, Lynch, & Rubin, 2000; Newsome, 2004 . However, solutionfocused brief therapy lacks the empirical support to be deemed evidencebased (Triantafillou, 1997; Zimmerman, Prest, & Wetzel, 1997 . Because several studies with diverse designs, populations, and findings are emerging on SFBT, a metaanalysis and systematic review appears to be a good approach to examine the state of the empirical evidence for this model. Research syntheses are being used increasingly to inform decision makers about the effects of a particular policy (Matt, 1997) . This study will systematically examine the overall effectiveness of solution focused brief therapy through the statistical method of metaanalysis using random effects modeling. The specific research questions this dissertation will address are:
1. How effective is solutionfocused brief therapy for different outcomes such as externalizing behavior problems, internalizing behavior problems, and family or relationship problem?
2. Do the effect sizes vary across studies?
Methodology
In defining the problem statement, the unifying construct for this present meta analysis is the effectiveness of the therapeutic model of solutionfocused brief therapy. Studies were identified through various electronic databases (PsycINFO, Academic Search Premier, UMI Dissertation Abstract, and the Behavioral and Social Science Index) using the keywords, "brief solutionfocused therapy," "solutionfocused brief therapy," "solution focused therapy," and "solutionbuilding." Other unpublished studies on SFBT were also obtained by contacting researchers who attended the annual solution focused brief therapy conference.
Only primary outcome studies (from 1988 to 2005) that examined the effectiveness of solutionfocused brief therapy were included in the metaanalysis. Solutionfocused brief therapy will be operationalized based on the criteria set by de Shazer and Berg's (1997) article as well as Gingerich and Eisengart's (2000) systematic qualitative review:
1. The therapist uses the "miracle question;" 2. Use of scaling questions; 3. A consulting break and giving the client a set of compliments; 4. Assigning homework tasks; 5. Looking for strengths or solutions; 6. Goalsetting; 7. Looking for exceptions to the problem.
Currently, these core components remain important techniques for change in the SFBT and are an integral part of doing SFBT as identified by the main developers of the model. Therefore, it was determined a priori that at least one of these core components must be utilized in order for a study to be considered solutionfocused brief therapy and the authors of the primary studies must identify the intervention as solutionfocused. This decision was based on the Gingerich and Eisengart's (2000) published article which used this similar selection criterion. Additionally, if a study does not contain at least one of these core components, or if a study combined these components with other elements from different therapeutic interventions, then it was excluded from this metaanalysis.
For each study, effect sizes were calculated using independentgroups pretest posttest design sample estimator when pretest and posttest scores for both groups were available (see Morris & DeShon, 2002 for formulas) and Hedges' g with the unbiased estimate when only mean posttest scores were available. Hedges' g with the unbiased estimate correction provides a better estimate for smaller samples and is the recommended effect size estimator for single studies (Hedges & Olkin, 1985) . Accompanying variances were also calculated for each study and used to calculate weights by taking the inverse of the variance score. For those studies that report non significant results without providing any detailed statistical information, an effect size of zero was substituted for nonsignificant outcomes. This provides a more conservative pooled point estimate of the effect size (Perry, 1997) .
A common issue that arises when calculating effect sizes for a primary study is what to do when there are multiple measures for a single construct. The approach taken for this study is based on Lipsey's (1994) suggestion to calculate individual effect sizes for each of the different measures in a single study and then average them to come up with one effect size for that measure. Similarly, a study may provide an effect size for all the dependent variables, which measure different constructs, in that primary study. It is recommended that only one effect size value should represent a study in any analysis in order to ensure statistical independence of the data (BangertDrowns, 1997; Devine, 1997) .
Hierarchical linear modeling (HLM) software was used to synthesize the primary studies to calculate an overall effect size estimate as well as test for betweenstudy variability. The application of HLM is appropriate for metaanalysis because meta analysis can be viewed as a hierarchical data set with sample subjects within each primary study at the first level and primary studies at second level (Hox, 2002) . Hierarchical linear modeling takes into account variations at the subject level as well as at the study level. The first model in HLM typically investigates the unconditional model that has no predictor variables at either level as well as a test of the statistical significance of the variability between studies. A statistically significant result indicates that study outcomes are heterogeneous and study descriptors can be added to the unconditional model (making it a conditional model) to see whether they help explain some of this variability. If the variance component in the unconditional model is not statistically significant, then we can assume homogeneity and that sampling error and random error accounts for the differences in effect size estimates across studies (Raudenbush & Bryk, 2002 ).
The conditional model analysis investigates variation among the solutionfocused brief therapy study effect sizes as a function of study characteristics, in addition to estimating the variance component of the unexplained basis of heterogeneity among studies (Kalaian, Mullan, & Kasim, 1999) . The level 1 or withinstudies model in the conditional model is the same as in the unconditional model and the level 2 or between study model is modified to include study characteristics to account for the variation among effect size parameters (Raudenbush & Bryk, 2002) . Thus, this metaanalytic study on the effectiveness of solutionfocused brief therapy will use a random effects model (estimated using HLM software) to calculate overall synthesized effect size estimates.
Results
The results from the literature search produced 22 studies, both published and unpublished dissertations, which met the criteria to be included in the metaanalysis. The studies were divided and grouped into three categories based on the outcome problem each study targeted (externalizing behavior problems, internalizing behavior problems, and family and relationship problems). The three categories had between 8 to 12 studies each with 5 studies (Huang, 2001; Marinaccio, 2001; Moore et al., in press; Seagram, th National Symposium on Doctoral Research in Social Work Johnny S. Kim 5 1997; Triantafillou, 2002) being included in more than one category because they examined more than one outcome problem. Out of the 22 studies included in the meta analysis, 9 studies examined externalizing behavior problems, 12 studies examined internalizing behavior problems, and 8 studies examined family and relationship problems.
Results from the study found that solutionfocused brief therapy demonstrated small, but positive treatment effects favoring SFBT group on the outcome measures. The unconditional random effects model shows an overall weighted mean effect size estimate of .11 for externalizing behavior problems with a 95% confidence interval range of .14 to .36. An overall weighted mean effect size estimate for internalizing problem behaviors was .26 with a 95% confidence interval range of .05 to .47. And finally, an overall weighted mean effect size estimate for family and relationship problems was of .26 with a 95% confidence interval ranged from .03 to .55. Only the magnitude of the effect for internalizing behavior problems (such as depression, anxiety, selfconcept and self esteem) was statistically significant at the p<.05 level thereby indicating that the treatment effect for SFBT group is different than the treatment effect for control group. It doesn't appear SFBT is as effective with externalizing behavior problem such as hyperactivity, conduct problems, aggression or with family and relationship problems.
In addition, externalizing behavior problems and family and relationship problems both had statistically significant betweenstudy variance estimates in the unconditional model. Therefore, we rejected the null hypothesis of homogeneity and concluded that variability between studies was not explained by sampling and random error alone and that considerable variability remains to be explained between study effect sizes. This significant variability warranted further exploration through a conditional model using predictor variables. Unfortunately, the limited number of studies for both outcome measures does not allow for enough statistical power to test predictor variables through a conditional model and therefore was not performed.
Utility for Social Work Practice
While results from the metaanalysis reports small treatment effects for all three outcome measures, the results were comparable to other metaanalyses that examined the effectiveness of social work practice models (Gorey, 1996) and psychotherapies (Loesel & Koeferl, 1987; Weisz, Weiss, Han, Granger, & Morton, 1995; Weisz & Jensen, 1999; Weiz, McCarty, & Valeri, 2006 , especially under real world settings. Furthermore, there is some evidence of clinical significance given the brief nature of the model, the wide array of treatment problems the model has been used, and the applied nature of the studies' setting. Results from this metaanalysis will help practitioners in their pursuit to apply evidencebased practice. To date, this is the first metaanalysis on SFBT and allows those interested in the therapy model to examine the empirical evidence quickly and with more quantitative information than traditional primary research studies. 
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